Background: Emergency Peripartum Hysterectomy (EPH) is a lifesaving surgical procedure. The higher incidence of EPH in developing countries is because of the higher prevalence of risk factors of primary postpartum haemorrhage like, multiple pregnancy, grandmultiparity, cephalo-pelvic disproportion and prolonged obstructed labor/uterine rupture, previous caesarean section. The increasing incidence of the procedure in developed countries has been attributed to the increasing caesarean section rate which predisposes to placenta previa. Aims & Objective: To estimate the incidence, indications and complications associated with peripartum hysterectomy performed at a tertiary care hospital.
Introduction
Emergency peripartum hysterectomy (EPH) by definition is a lifesaving procedure performed at the time of delivery or in the immediate postpartum period in case of intractable obstetrical hemorrhage unresponsive to other measures. [1] The most common indication for emergency procedures is severe uterine hemorrhage that cannot be controlled by conservative measures. Such hemorrhage may be due to abnormal placentation (e.g., placenta accreta), uterine atony, uterine rupture, leiomyomas, coagulopathy, or laceration of a uterine vessel not treatable by more conservative measures. The relative frequency of these conditions varies among series and is dependent upon the patient population and practice patterns. [2, 3] Peripartum hysterectomy is accompanied by substantial morbidity and mortality. Compared with nonobstetric hysterectomy, the procedure is associated with increased rates of both intraoperative and postoperative complications. The mortality of peripartum hysterectomy is more than 25 times that of hysterectomy performed outside of pregnancy. [4] Recent advances in the medical and conservative management of postpartum hemorrhage have reduced the rate of and indications for EPH, while sophistication in obstetric care and blood transfusion services have improved outcomes, especially in developed countries. [5, 6] The purpose of the present study was to estimate the incidence, indications and complications associated with emergency peripartum hysterectomy in a tertiary care hospital.
Materials and Methods
This retrospective review was carried out in the Department of Obstetrics and Gynecology, Lady Goshen Hospital, Mangalore, from January 2012 to December 2012. All the patients who underwent Emergency peripartum hysterectomy were identified from the labor ward registers, operating room registers and intensive care unit registers. The case files of all patients were reviewed regarding the maternal age, parity, antenatal booking status, previous history of caesarean delivery, mode of delivery, indication for peripartum hysterectomy and its complications.
Results
During the study period of one year, a total number of 5497 deliveries were conducted at our hospital, of which 3484 were normal vaginal deliveries and 2013 were caesarean sections. Emergency peripartum hysterectomy was performed in six cases. The incidence of peripartum hysterectomy was 1.2/1000 deliveries.
Among the patients who underwent emergency hysterectomy, 5 (83.3%) cases were of Para 2 or above. A majority of cases (n=4, 66.6%) belonged to the age group of 21-25 years ( Table 1) . Majority of the patients, 66% were unbooked while only 33% were booked. Retrospective analysis of the records revealed that the indications for emergency hysterectomy were atonic uterus 4 (66.7%), rupture uterus 1 (16.7%) and placenta previa with placenta accreta 1 (16.7%). (Table  2 ).Out of the four cases who underwent EPH for atonic uterus, 1 (25%) had extension of cervical tears during instrumental delivery, 1 (25%) extension of tears laterally involving uterine vessels during cesarean section, 2 (50%) referred as abruption with intrauterine death.
Rupture uterus was seen in only one case (16.7%) of previous LSCS who underwent laparotomy followed by peripartum hysterectomy. 1 (16.7%) case of previous 2 LSCS had placenta previa with morbidly adherent placenta (Table 3) . Subtotal hysterectomy was performed in 5 (83.3%) women while total abdominal hysterectomy was done only in 1 (16.7%) case. The extension of cervical tears resulted in total hysterectomy. Conservative surgery performed in 5 (83.3%) patients before proceeding to hysterectomies, 3 (50%) patients had uterine artery ligation and in 2 (33.3%), BLynch compression sutures were applied. All women, 6 (100%) required blood transfusions. Febrile illness was the commonest maternal morbidity (Table 4) . 
Discussion
Obstetrical hysterectomy still remains a lifesaving operation. The most common indications for the obstetric hysterectomy are: placenta's pathologies; uterine atony and rupture of the uterus. Obstetrical hysterectomy is connected with high risk of complications and maternal mortality. [7] In the present study, the incidence of emergency peripartum hysterectomy was 1.2/1000 deliveries while in the study done in Istanbul Bakirkoy Women and Children's Teaching Hospital, the incidence of emergency peripartum hysterectomy was 0.67 in 1,000 deliveries. [8] In developed countries, the reported incidence of EPH is below 0.1% of the normal deliveries performed, while in developing countries the incidence rates are high as 1-5/1,000 deliveries performed. [9] The incidence was higher in our hospital suggesting that it is a referral hospital and majority of the patients are unbooked, and deliver outside the health facilities unsupervised or poorly supervised and are referred in a deteriorated state. Most of the these peripheral health centers are not functional 24 hours of the day, coupled with poor transportation facilities leading to delay in getting appropriate care in labor.
The most common indications for EPH in our study was atonic uterus seen in 4 (66.6%). Kant and Wadhwani in their study observed that uterine atony was the commonest indication for peripartum hysterectomy (41.46%).
[10] Forna F et al concluded that uterine atony is the leading indication for emergency hysterectomy performed following cesarean and vaginal deliveries. [11] Rupture uterus was seen in only one case (16.7%) of previous LSCS. The main indications for EPH were ruptured uterus (34.86%) and uterine atony (29.81%) in Bushra et al study. [12] 1(16.7%) case of previous 2 LSCS had placenta previa with morbidly adherent placenta (MAP). The most well known risk factors for MAP are placenta previa and previous caesarean delivery. [13, 14] Kwee A et al reported that both previous CS and CS in the index pregnancy were associated with a significant increased risk of EPH. [15] The number of previous CS was related to an increased risk of placenta accreta, from 0.19% for one previous CS to 9.1% for four or more previous CS. Although the extent of surgical management depends on the extent of the abnormal attachment, attempts to separate the placenta can result in massive hemorrhage, and a prompt decision to proceed to hysterectomy without delay enhances the likelihood of an optimal outcome. [16] Out of 6 cases of EPH, subtotal hysterectomy was performed in 5 and total hysterectomy in only one case. Saeed et al reported that the duration of surgery was shorter but the complications were higher in total compared with subtotal hysterectomy. They concluded that subtotal hysterectomy is a reasonable alternative in emergency obstetric hysterectomy. [17] All patients received blood transfusions. Febrile illness was the commonest maternal morbidity seen in 50% cases followed by anemia and ICU transfer. Febrile morbidity was the commonest complication of EPH in Kant and Wadhwani study (39.02%). [10] The risk factors were multiparity, previous cesarean delivery, current cesarean birth and abnormal placentation. Similar risk factors were observed in other studies. [18] Obstetric hysterectomy is a necessary life-saving procedure. Abnormal placentation is the leading cause of emergency hysterectomy when obstetric practice is characterized by a high cesarean section rate. Therefore, every attempt should be made to reduce the cesarean section rate by performing this procedure only for valid clinical indications. [19] 
Conclusion
The leading indications for emergency peripartum hysterectomy are uterine atony, placenta previa with placenta accreta and uterine rupture. The higher incidence of emergency peripartum hysterectomy is because of the higher prevalence of risk factors like multiparity, previous caesarean section, placenta praevia and current cesarean delivery. Adequately equipped antenatal care, early identification of risk factors, hospital delivery facilities and timely intervention by an obstetrician to carry out medical/conservative surgical treatments of primary postpartum hemorrhage are needed to reduce the incidence of EPH and morbidity associated with it.
